Introduction
Reports are unanimous in commenting on the rarity of obturator herniation and the diagnosis is indeed seldom made before the onset of acute symptoms (Desmond & Hutter, 1948; Harper & Holt, 1956 ). The writings of Wakeley (1939) and Watson (1948) have stimulated surgical interest in the preoperative diagnosis of strangulated obturator hernia but the recent assertion (Bailey, 1958) films which also showed small bowel shadows well down in the left iliac fossa close to the superior ramus (Fig. 1) A 76-year-old housewife who had had intermittent abdominal pains for 5 years was admitted in a violent exacerbation with vomiting; her bowels had been confined for 4 days.
On examination she was dehydrated and obviously ill. Estimation of serum electrolytes showed marked deficiencies in sodium, chloride and potassium which were corrected by appropriate therapy. Her abdomen was particularly distended in the hypogastrium with loud bowel sounds. Partly on suspicion of internal hernia and because the obstruction was judged advanced laparotomy was performed within an hour of admission revealing a strangulated right obturator hernia. The affected bowel was readily reduced and her post-operative course was marred only by superficial thrombophlebitis.
Case 5
A 64-year-old woman was admitted to hospital with acute abdominal pain of 36 hr duration; she had been vomiting for 12 hr and had been constipated for 2 days.
On examination she was an ill but well-covered lady with the classic silky-white hair. Her abdomen was rigid and bowel sounds were obstructive but there were no external herniae.
She was operated on forthwith whereupon a knuckle of ileum herniated through the left obturator foramen was found. Owing to the poor state of the patient it was decided not to excise the sac. She made a satisfactory recovery and was discharged on the 10th day. All but one of the cases (Case 6) were subjected to laparotomy, and where a preoperative diagnosis had been made (case 3) better planning of the operation in the siting of the incision and speed of execution were rewarded by freedom from post-operative morbidity and early recovery. Striking was the ease with which the reduction was effected in most of the hernias; stretching of the neck was necessary in one case only, and this was the only one that required bowel resection. This had been the experience of Desmond & Hutter (1948) , although Kwong & Ong (1966) had to resect four of their six cases and a fifth was perforated requiring simple closure.
The importance of removal of the sac or some form of repair of the defect was borne out by the fact that in the one case that the sac was left behind because the poor general condition of the patient demanded speedy completion of the operation, the hernia recurred and restrangulated. In this I am in agreement with Desmond & Hutter (1948) that removal of the sac is all that needs to be done. In many cases the sac is rather shallow and inverts when its fundus is seized with a haemostat and gentle traction applied; the neck can then be transfixed. Due regard should be given to surrounding structures -the obturator artery and nerve and bladder.
Case 6 is worthy of note as a double hernia; a large femoral and a small obturator both strangulated. The approach had been by the low pararectal incision of McEvedy and the ease with which the second hernia was dealt with stresses the advantage of this approach for strangulated femoral herniae. This also demonstrates the importance of thorough examination of the bowel in cases of intestinal obstruction.
